The purpose of this study was to compare contemporary results ofballoon dilatation and surgery for valvar aortic
It is concluded that balloon dilatation for valvar aortic stenosis is effective and safe for the entire paediatric population. The results compare favourably with those of surgery.
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Aortic valve stenosis accounts for 3-6% of congenital heart disease. ' Group 2 In the surgical group follow up ranged from eight months to five years (mean 2-45 (1-55)). The 15 live patients are well. One patient has moderate aortic regurgitation. Two patients had balloon valvuloplasty for significant residual aortic stenosis six months to a year after successful surgery and a third underwent aortic root replacement two years after surgery for severe mixed aortic valve disease. Discussion This is a retrospective study of all infants and children who underwent aortic valvotomy during a five year period (1988-93). Patients were referred either for surgery or for balloon valvotomy in a random manner which was dependent on the preference or bias of the attending physician and not on any other factors. Our study attempted to compare for the first time contemporary results of both procedures within a single centre. Despite the caveats of a retrospective non-randomised study, our two groups are comparable in their clinical and anatomical characteristics. We decided to include in the study only patients with 'isolated' aortic valve stenosis in order to eliminate other factors that might influence the outcome.7 Successful balloon valvuloplasty was achieved in all but one of our cases with no deaths directly attributable to the procedure. This represents an improvement on earlier experiences,8 9 and seems to reflect the advances in the design of guide wires and balloon catheters currently available for paediatric use. It is possible in the current era of antenatal diagnosis of congenital heart disease, that the outcome of infants with critical aortic stenosis could improve further as their condition at presentation can be optimised by maintaining ductal patency.
Not surprisingly, most of the deaths occurred in patients with left ventricular hypoplasia. In a study from Guy's Hospital neonatal balloon dilatation carried a 100% mortality attributed to left ventricular hypo- were easily corrected or-(mild aortic regurgitation) well tolerated. Radiation was not a particular concern as fluoroscopy time was kept short. The need for a repeat procedure, which is neither unexpected nor unacceptable, was also not different in the two groups. Repeat balloon dilatation is likely to carry considerably fewer risks than repeat surgery, particularly when there is myocardial dysfunction. There have been no problems with arterial access in this respect.
For older children, our results of balloon valvuloplasty confirm previous reports.5 Natural history data' 11 would probably justify balloon dilatation in this age group before aortic stenosis is severe in order to diminish the rate of progression of left ventricular outflow tract obstruction and left ventricular hypertrophy.
We consider both balloon and surgical valvotomy palliative forms of treatment, as the majority of these patients are likely to require aortic valve replacement later on in life.12
Balloon dilatation offers the additional attraction of deferring the definitive surgery and preserving the surgical field. Finally hospital stay is significantly shorter in the balloon dilatation group, with obvious financial benefits.
Our data suggest that balloon valvuloplasty for valvar aortic stenosis is effective and safe in neonates and older children. The results compare favourably with those of surgery. The outcome is mainly determined by the anatomy rather than the type of the procedure. As a result of this study, balloon valvuloplasty for congenital aortic stenosis has become the treatment of choice in our institution for both neonates and older children, with the possible exception of extreme valvar dysplasia sometimes seen in unicuspid and rather myxomatous aortic valves.
LIMITATIONS OF THE STUDY
The main limitation of this retrospective study was to define the selection criteria used for one or the other procedure. Given the excellent surgical results reported from our institution on valvar aortic stenosis in infancy,13 not all physicians in charge were keen in employing balloon valvuloplasty from the outset of the study period, that being a newer method. This of course, is always the dilemma with innovative techniques be they surgical or medical. Increasing experience gained in the meantime from transcatheter balloon procedures for pulmonary stenosis14 and coarctation of the aorta15 lead some of us to employ the newer technique for the management of valvar aortic stenosis in children, including neonates. As the preliminary results were not disappointing more cases were referred for the non-surgical approach. This is indeed what happened and although there was at some stage a preference or bias of the attending physician for one or other procedure, within this five year period of the study we have serendipitously two groups, which are reasonably comparable. 
